This paper is by way of a general non-medical view of the interrelation between the status and work of surgeons, the limitation of resources and the impact of the introduction of general management in the National Health Service.
I think we would all agree that in an ideal world health care would be divorced from politics, I think we would also agree that the ebb and flow of political posturing is unsatisfactory and distorts our health service, but the truth is that it is unreal to expect a complete divorce from political elements in the NHS.
It follows, therefore, that political decisions as to the level of resource available are inevitable. Thus there is the annual round of the Public Expenditure Survey Committee, the Cabinet discussions, sometimes the Star Chamber sessions and eventually the White Paper. All this brings annual uncertainties. There is never enough resource, and the manner of dealing with the inflation problem varies from year to year in relation to the funding or non-funding of pay and prices increases.
It is fashionable to compare ourselves with other countries, particularly in relation to the percentage ofthe gross national product (GNP) that is devoted to health care. Recent tables published by the Organization for Economic Cooperation and Development for 1983 seem to show that whereas the available percentage in America was 10.8%, and in Sweden and West Germany 9.6% and 8.2% respectively, with a similar figure in France, in the United Kingdom it was 6.2%. That is, of course, a good stick to beat the dog with and many organizations, including the National Association of Health Authorities, have used the stick to beat the dog -i.e. the DHSS and the Government-from time to time. However some authorities -particularly, for example, Professor Colin Roberts of the University of Cardiff-have looked at comparable figures over a 20-year period and have pointed out that countries with weak economies, in which class unhappily we find ourselves, spend a smaller proportion of their GNP on health care than those with strong economies.
If that is indeed true, then it is idle to set one's sights on the 10.8% in America or even the lesser figures in Germany, Sweden and France. Unless our GNP goes up substantially, the percentage of it as distinct from the actual amount of resources is unlikely to increase.
Given this situation, there are inevitably uncertainties about the future funding of the NHS and this in turn has given rise to the need for greater efficiency, the cost improvement programmes with which we are all familiar and the introduction of general management, with its sharper focus on utilization of resources. Of course, all this brings with it implications for consultants and particularly surgeons.
There can be little doubt that the arrival of general management a la Griffiths has had, is having, and will continue to have a considerable impact upon the relationship between managers and clinicians. In the drive for a more efficient use of resources and a greater accountability, clinicians cannot stand aloof. Since they generate expenditure on a very large scale, their practices must be examined if the implications of general management are to be carried through to their logical conclusion.
The appointment of general managers has had a very remarkable effect upon the service as a whole. It has altered the whole approach to staffing, particularly in relation to employment conditions. For the first time effectively in the NHS we have seen short-term contracts, rolling contracts, hints of performance-related pay, and appraisal of performance. The obligation to deliver on the part of general managers means that they must have greater influence on how money is spent and how resource is used. In that case, how can clinicians stand outside the battle? Can the service allow the historical situation to continue or do we not need to look more closely at consultants' performance, productivity and their utilization of resources? Can we justify the present situation when, at anything from age 33 to 37, depending on the specialty, a doctor can obtain a job for life subject only to his removal for gross misconduct or what might be called General Medical Council matters?
What about pay? Is it sensible that consultants should reach a plateau at 40 or thereabouts? What do merit awards mean? Are they properly applied? By whom? Should there be demerit awards? Who should decide? All these, I suggest, are relevant considerations at the present time.
As an illustration, at a recent appointment committee for a consultant post which I chaired, there was one applicant who had been a consultant elsewhere for nine years and had not, during that period, produced a single paper or piece of research even though he had been working as a consultant in a prestigious London teaching hospital. I think somebody has described that as 'the arrival syndrome'. It may be anecdotal but I suspect not unique. Surely the service cannot allow that sort of situation to continue.
I do not believe that all surgeons are equal or even that some are more equal than others. I am aware that surgeons, like lawyers, work at a different pace and in a different style one from another. Can it be acceptable for a surgeon to carry out three operations a week, or for theatres to be utilized for only 50% We are all familiar with performance indicators, which started as a very experimental science some three years ago and are now becoming greatly refined. They are not precise. They are what they say they are, namely, indicators. But as they become more sophisticated they do give a lead in finding the areas which we need to look at.
There has been much publicity recently about the length of waiting lists. It is a thorny problem. Waitings lists are notoriously difficult to interpret and it is notoriously unsafe to use them as a basis for precise calculation. But nevertheless, if the figures are available across the whole country then they must tell us something. The figures published by John Yates of the Health Services Management Centre at Birmingham indicate some of the extraordinary discrepancies. Why, for example, in North Tees should there be 0.0% non-urgent general surgical cases waiting for over one year whereas in South Tees next door there are 53%? Similarly, why should there be 0.0% in North Manchester and 32% in South Manchester? However imprecise the figures may be, if you go behind them and look at some of the evidence that is available you will find considerable disparity between bed-stay figures, turnover intervals, and other indicators. Of course there are issues about case-mix and so on, but the figures must tell us something. The use of day surgery is another monitor and those figures in my view begin to tell you something about the performance of surgeons, the utilization of theatres and the general use of resources.
Professor Alan Maynard, Director of the Centre for Health Economics at York University, has published much information and strong views on this situation and one has to ask whether there may not be some substance in what he says. Ought we not to begin to look at it? Of course, we need more information from individual health authorities and we are on the way to obtaining that through the greater supply of information, whether through management budgeting or otherwise. When that stage is reached, we must make the best use of that information.
So we need to look at all these issues of workload, case-mix, length of bed-stay, turnover intervals and waiting times. There is one further element. We need to look at outcomes. Productivity figures are all right as far as they go, but clinical audit is also of supreme importance. Deaths and discharges are a crude and inadequate method of measuring outcomes. The work done within the Lothian Health Board has opened the way to looking at the quality of care. It can be done by peer reviews if there is openness and a will to tackle it. If it can be done in one place it can be done elsewhere. Should it not be universal?
Yet another element in the debate is, of course, the question -perhaps some would say the hardy annual-of the contracts of consultants. If general management is to be followed to its logical conclusion, ought not the contracts of clinicians to be held at District level and not at Regional level so that some of the issues mentioned earlier can be pursued to their logical conclusion?
Like many other professions (and unhappily my own -the law -is one of them) everything today is too important to be left to those who really know about it, so that if professions do not do something about it themselves then someone else will. Surely it is better to initiate change within the profession rather than having it forced from outside. Peer review is particularly appropriate in the field of surgery.
Lest you think that the United Kingdom is alone in its problems, similar thoughts were expressed in May 1985 at the International Hospital Federation Congress in Puerto Rico where representatives of nation after nation -including, I may say, the United States of America -came up with the clear message that there is no more money, or rather no greater proportion of the national wealth, available for health care and that the only way forward for improved service is to maximize the use of existing resources.
All these matters are not simple. Indeed, they are complex and I am not naive enough to ignore questions of clinical freedom. I fully understand the importance of that principle and how it goes to the very root of patient care; but I once heard the present Master of the Rolls say that one man's freedom is another man's tyranny, and I wonder sometimes whether that does not include clinical freedom. To put it another way, is the price of clinical freedom eternal vigilance, and if so, by whom? 
